
 

August 11, 2016 
OKHAN-242-2016-08-11-UPD-N 
 

Zika Virus: Revised Clinician Screening Form and Laboratory Guidance 
 

Summary 
This HAN Update includes the revised screening packet for clinicians to determine if the clinical and exposure criteria 
are met to access diagnostic testing for Zika virus infection. Clinicians are advised to complete the attached Zika and 
Other Travel-Associated Arboviral Diseases Screening Form to collect information required by the Oklahoma State 
Department of Health (OSDH) Acute Disease Service (ADS) to confirm the patient meets the testing criteria. Health 
care providers should contact the ADS Epidemiologist-On-Call at (405) 271-4060 for questions or clarification 
regarding this guidance. 

 
Revised Clinician Screening Form 
The attached documents provide information for healthcare providers and laboratories when requesting testing for 
Zika virus and other travel-associated arboviral diseases.  This OK-HAN replaces documents that were distributed on 
May 16, 2016.  An ADS Epidemiologist is responsible for gathering clinical and exposure information from the 
healthcare provider to determine if an individual meets the criteria for testing.  For each individual that meets testing 
criteria, the ADS Epidemiologist will work with the healthcare provider to provide information regarding specimen 
collection and shipping and the necessary supporting documentation. 

Key updates to specimen submission recommendations include: 

 Collection of urine and serum is recommended for symptomatic and asymptomatic pregnant women for 
testing. 

 > 2.0 mL (minimum) of serum is required; collect additional tubes to meet volume requirements, as needed. 

 Specimens submitted for IgM serology will be tested for Zika and dengue virus. 
 
Several commercial laboratories in the US now offer Zika virus testing using real-time RT-PCR and/or Zika IgM 
serology; however, these laboratories do not provide Zika IgM ELISA testing with PRNT confirmation, and have no 
routine process to forward specimens to another laboratory for further testing.  Providers should request the draw 
site / laboratory to retain an aliquot of serum if a commercial reference laboratory is used in the event further testing 
is needed to elucidate type of flavivirus infection.  Health care providers should contact the ADS Epidemiologist-On-
Call at (405) 271-4060 for questions or clarification regarding this guidance. 
 

 

 

Categories of Health Alert messages 
Health Alert - highest level of notification that the Oklahoma State Department of Health will send out. This usually refers to an immediate threat to the OSDH 
community and requires immediate action. 
Health Advisory - advises medical providers of a condition in the area. These are usually not medical emergencies. These may not require immediate action. 
Health Update - provides updates on previous alerts or advisories. These are unlikely to require immediate action. 

 
## This advisory has been distributed to Primary Care and Obstetrics & Gynecology Physicians, Advance Practice Nurses, 

Infection Preventionists, Laboratorians, Emergency Departments and State and Local Health Officials ## 
 

==================================================== 
You have received this message based upon the information contained within our emergency notification database. If you have a different or additional e-mail or 

fax address that you would like us to use please contact the OSDH Acute Disease Service at (405) 271-4060. 
==================================================== 

 

This is an official 

Oklahoma Health Alert Network 

Health Update 

Agency:  Oklahoma State Department of Health 
Notification ID: 242  Date: 08/11/2016   Time: 11:30 am 
Severity: Moderate   Acknowledgement: No  Sensitive: No    Status: Actual 
Notification Type:  Update    Reference: OKHAN 239  Dissemination:  As Needed    
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ODH Form 419 (07/18) 

Oklahoma State Department of Health  
Public Health Laboratory 

1000 N.E. 10th Street, Oklahoma City, OK 73117-1299 
Tel: (405)271-5070; Fax: (405)271-4850  
Email: PublicHealthLab@health.ok.gov 

Test Directory: http://phl.health.ok.gov 
Please, PRINT; *indicates required fields 

Patient Information 
Name (last, first)* _______________________________ ,  ________________________  Initial  ___    DOB*____ / ____ / ____ 

Address ______________________________________________________  City _________________ State ____  Zip _______ 

Sex:*     M     F          Ethnicity:    Hispanic/Latino  Non-Hispanic/Non-Latino  Unknown 
Race: (mark all applicable)  White  Black/African American  Asian  American Indian/ Alaska Native 

 Native Hawaiian/Other Pacific Islander   Other 

Submitter Information 
Practitioner Name (last, first)* ____________________________ ,  __________________ Initial ___  NPI _________________ 

Facility Name* _______________________________________ Phone # (           )          - Fax # (           )           -                    

Address* _____________________________________________________  City* _______________ State ____  Zip* _______ 

Clinical Information 
Diagnosis _________________________________________________________________ Onset (mm-dd-yyy) ___  /  ___ /  ___ 

Antibiotics (list and start dates)______________________________________________________________________________ 

Specimen Information 
Collection Date (mm-dd-yyy)* ____  /  ____  / ____   Time (hour:minute) _______  AM  / PM     By _________________________ 

Source/Type*(check one only) 
 Blood     Serum     Urine     Stool     CSF     Pleural fluid     Pericardial fluid     Blood smears     
 Sputum, expect.    Sputum, induced     Bronchial brush    Bronchial wash    Bronchoalveolar lavage    Tracheal aspirate 
 Nasopharynx     Nasal     Throat     Eye     Rectum/anus     Vagina    Cervix     
 Tissue (specify):       Wound/Lesion (specify): 
 Cultured isolate (specify suspect agent):    Environmental (specify): 
 Other (specify): 

Test Request (mark one only) 
Bacteriology  Virology 
  Bacterial isolate, identification/serotyping/confirmation 
       Variable specimen according to source (contact lab) 

  Bacteria, non-enteric, isolation and identification 
       Variable specimen according to source (contact lab; requires pre-approval) 

  Enteric pathogens, isolation and identification 
       Feces, 2 g or 5-10 mL in Cary Blair or GN Broth (STEC only) 
  Bordetella 
       Nasopharynx, 1 or 2 swabs; Isolate, confirm visible growth 
  Chlamydia/Gonorrhea 
       Urine, first 20-60 mL of void – transfer to UPT tube 
  Group B streptococcus 
       Vaginal/anal swab in LIM broth (combined vaginal/anal collection preferred) 
  Syphilis, RPR w/ reflex to TP-PA 
       Serum in SST, 2 mL 
  Syphilis, RPR and TP-PA 
      Serum in SST, 2 mL; (CHDs only, requires pre-approval by DIS) 

  Bacteria, environmental (contact lab) 

   Hepatitis B surface antigen (HBsAg) 
       Serum, 2 mL (approved submitters only) 
  HIV-1/2 antigen/antibodies 
       Serum in SST, 2 mL (approved submitters only) 
  Human papillomavirus, high risk 
       Residual ThinPrep, 1 mL 
  Influenza virus A and B 
       Nasopharyngeal (preferred), nasal or throat swabs, 1 or 2 in VTM  
  Rubella antibodies 

Serum in SST, 1 mL (female CHD patients only) 
  Virus isolation and/or identification 

 Throat, nasopharynx, rectum, eye, lesion, 1 swab in VTM; Blood, 5 mL 
heparin; Feces, 2 g or 5-10 mL; CSF, 1 mL; Eye scrapings in VTM; Urine, 20 mL 
(first morning void); Isolate; Other (contact lab)  

  West Nile virus/St. Louis encephalitis virus, IgM antibodies 
       Serum in SST, 1 mL; CSF, 1 mL (CSF must be accompanied by serum) 
  Zika virus, IgM antibodies and/or Zika virus, chikungunya 

virus, dengue virus, PCR  
      Serum in SST, 1 mL; CSF, 1 mL; Urine 1 mL; Amniotic fluid 1mL (CSF, urine and 

amniotic fluid must be accompanied by serum) 
(requires pre-approval by OSDH Acute Disease Service) 

Mycobacteriology/Mycology  Parasitology 
  Fungal isolate, identification 
       Plate or slant with visible growth 

  Mycobacteria, smear and culture w/ reflex to identification 
       Respiratory sediments, 5-10 mL;  Sterile fluid, >2 mL; Blood, 5-10 mL ACD or 

heparin; Tissue, 1 g; Urine, >5 mL 
  Mycobacteria, isolate identification 
       Liquid culture, >3 mL; Solid culture, visible growth 
  M. tuberculosis complex PCR 
       Respiratory sediments, 5-10 mL (CHDs require OSDH TB physician pre-approval) 

   Intestinal ova and parasites (O&P) 
       Solid feces, 2 g or Liquid feces, 5-10 mL in PVA and 10% formalin 

  Parasites, blood 
       Babesia/trypanosomes/filariae: Giemsa or Giemsa-Wright-stained blood 

smears, 1 thick and 1 thin 
       Malaria: Giemsa or Giemsa-Wright-stained blood smears, 1 thick and 1 thin 

AND 2-6 mL EDTA blood 
  Parasites, tissue 
       Impression or biopsy; Other (contact lab; requires pre-approval) 

 

Laboratory Director: 
S. Terence Dunn, PhD 

CLIA #: 37D0656594 

mailto:PublicHealthLab@health.ok.gov
http://phl.health.ok.gov/

